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D.C. Mitchell*,a
North Bristol NHS Trust, Southmead Hospital, Department of Surgery, Westbury-on-Trym, Bristol BS10 5NB, UKProviding rapid access to surgical intervention or carotid
stenting following TIA and minor stroke is an essential step in
reducing stroke and death rates in patients with signiﬁcant carotid
stenosis. This has been recognised by clear standards from the
National Institute for Clinical Excellence in the UK.1 They have set
standards of one week from ﬁrst symptom to referral and two
weeks from symptom to procedure.
One of the ﬁrst steps towards changing clinical practice is to
audit performance. Units, regions or countries measuring their own
performance often ﬁnd that the data are not as good as expected.
Data provide information about weaknesses in care delivery and
inform teams where change needs to take place. Data also acts as
a benchmark against which change can be measured.
McCollum and colleagues have run a regional audit in the North
West of England for many years and are to be congratulated on
placing their data in the public domain. This paper demonstrates
that translation of clinical evidence into routine practice is difﬁcult
to achieve. The data from the North West UK shows longer delays
compared to the UK National Carotid Intervention Audit (CIA).2
What can we learn from carotid audits? Perhaps the most
important thing for surgical teams to acknowledge is the value of
clear standards and robust measurement. Without standards we
have nothing to say about the quality of services, so setting stan-
dards around speed of access to intervention, and outcomes such asDOI of original article: 10.1016/j.ejvs.2012.03.016.
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doi:10.1016/j.ejvs.2012.03.018stroke, death and cranial nerve injury are useful ways of describing
what a high quality service should look like. Collecting high quality
information is a key part of meeting standards. There are many
examples, particularly the Swedvasc Registry andmore recently the
UK CIA that demonstrate the value of gathering audit data and the
improvements in clinical practice that ﬂow from measurement.
This paper teaches us two things, ﬁrstly that delivering against
targets is not achieved quickly and secondly that improvement
requires a change in practice. The authors discuss the need for the
introduction of rapid access clinics and rapid assessment by
hospital services. This will only be brought about by teams agreeing
clear pathways of care that are not dependent on individual clini-
cians. These are important changes to practice. Treating patients as
elective cases will lead to unwanted delays, and clinicians have to
acknowledge that symptomatic carotid disease requiring inter-
vention is an urgent or emergency clinical problem. Recognising
that the problem exists is the ﬁrst step in making essential changes.
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